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K0000
A Life Safety Code Recertification, State K0000
Licensure and Quality Assurance This plan of correction is to
Walk-thru Survey were conducted by the zzr:tee::: er?a:iirl):al-lliza;:t‘i::';
Indiana State Department of Health in compliance.
accordance with 42 CFR 483.70(a).
Survey Date: 09/04/12
Submission of this plan of
. correction does not constitute
Facility Number: 012225 an admission by Madison
Provider Number: 155780 Health Care Center or its’
AIM Number: 200983560 management company that the
allegations contained in the
Surveyor: Mark Caraher, Life Safety survey report are a true and
L. accurate portrayal of the
Code Specialist provision of nursing care and
other services in this facility.
At this Life Safety Code survey, Madison Nor does this submission
Health Care Center was found not in constitute an agreement or
compliance with Requirements for admiss.ion of the survey
Participation in Medicare/Medicaid, 42 allegations.
CFR Subpart 483.70(a), Life Safety from
Fire and the 2000 edition of the National
Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19,
Existing Health Care Occupancies and
410 IAC 16.2.
This one story facility was determined to
be of Type III (200) construction and fully
sprinklered. The facility has a fire alarm
system with smoke detection in the
corridors and in all areas open to the
corridor. The facility has battery operated
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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smoke detectors in all resident sleeping
rooms. The facility has a capacity of 130
and had a census of 62 at the time of this
visit.

The facility was found in compliance with
state law in regard to sprinkler coverage
and smoke detector coverage.

All areas where residents have customary
access were sprinklered. All areas
providing facility services were
sprinklered except for the detached shed
providing facility storage.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 09/06/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0029 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
One hour fire rated construction (with %
hour fire-rated doors) or an approved
automatic fire extinguishing system in
accordance with 8.4.1 and/or 19.3.5.4
protects hazardous areas. When the
approved automatic fire extinguishing
system option is used, the areas are
separated from other spaces by smoke
resisting partitions and doors. Doors are
self-closing and non-rated or field-applied
protective plates that do not exceed 48
inches from the bottom of the door are
permitted.  19.3.2.1
Based on observation and interview, the K0029 K 029 It is the policy of the facility 10/15/2012
facility failed to ensure 1 of 2 kitchen to provide self-closing doors that
d .. . . will automatically close upon fire
oors opening into the service corridor "
. o alarm system activation. The
closed automatically or upon activation of door identified was in the service
the fire alarm system. Furthermore, doors hallway into the kitchen. This is
to hazardous areas are required to latch an employee area of the building
. only. An outside contractor has
into the door frame when closed to keep . . o
. ) provided a bid to the facility to get
the door tightly closed to resist the the equipment, supplies, and
passage of smoke. This deficient practice labor to fix the door. The bid has
could affect staff and visitors in the been approved by the facility.
vicinity of the kitchen exit doors in the The outside contractor has
. . ordered the parts and has
service corridor. confirmed that the work can be
completed by October 15, 2012.
Findings include: All self-closing doors will be
checked monthly basis with the
. . fire drills to ensure the doors
Based on observation with the automatically release with the fire
Maintenance Director during a tour of the alarm activation. This will be
facility from 11:20 a.m. to 2:00 p.m. on documented on the fire drill report
09/04/12, the west door in the set of two form. The anhty Assurance
. . i . Committee will monitor by
kitchen exit doors to the service corridor reviewing the fire drill reports
was in the fully open position and not monthly for continued
equipped with a self closer or automatic compliance.
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door closer or a positive latching
mechanism to latch the door into the door
frame. Based on interview at the time of
observation, the Maintenance Director
stated the west door is normally kept
closed and locked into the door frame
with a bolt at the top of the door and is
only opened to bring food carts into and
out of the kitchen, but acknowledged the
west door in the set of two kitchen doors
opening into the service corridor did not
self close and latch into the door frame.
3.1-19(b)
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K0048 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
There is a written plan for the protection of
all patients and for their evacuation in the
event of an emergency. 19.7.1.1
Based on record review and interview, the K0048 K048 It is the policy of the facility 09/07/2012
facility failed to include the use of kitchen to have a written plan for the
fire extinguishers in 1 of 1 written fire protection of all residents in the
. event of an emergency. The
safety plans for the facility. LSC 19.7.2.2 written fire plan for the facility has
requires written health care occupancy been revised by the Administrator
fire safety plans shall provide for the for the use of the K-class fire
followine: extinguishing system in
& relationship with the use of the
(1) Use of alarms kitchen hood extinguishing
(2) Transmission of alarm to the fire system. The revised changes to
department the plan were reviewed at an
(3) Response to alarms education session with all staff
p . on 9-7-12. The safety committee
(4) Isolation of fire will review the fire and disaster
(5) Evacuation of immediate area plan on a quarterly basis to
(6) Evacuation of smoke compartment ensure that all policies protect the
(7) Preparation of floors and building for residents in the event of an
. emergency. The monthly safety
evacuation committee minutes will be
(8) Extinguishment of fire reviewed by the Quality
This deficient practice affects staff and Assurance Committee to ensure
visitors in the vicinity of the kitchen. contlnugd compliance.
Correction Date 9-7-12
Findings include:
Based on review of the "Fire Prevention"
and "General Action Fire Plan"
documentation with the Maintenance
Director during record review from 9:30
a.m. to 11:20 a.m. on 09/04/12, the
facility's written fire safety plan did not
address the use of ABC type fire
extinguishers and the K-class fire
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extinguisher located in the kitchen in
relationship with the use of the kitchen
overhead extinguishing system. Based on
interview at the time of record review, the
Maintenance Director acknowledged the
written fire safety plan for the facility did
not include the policy to activate the
overhead hood extinguishing system to
suppress a fire before using either the
ABC type fire extinguisher or the K-class
fire extinguisher.

3.1-19(b)
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K0052 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
A fire alarm system required for life safety is
installed, tested, and maintained in
accordance with NFPA 70 National Electrical
Code and NFPA 72. The system has an
approved maintenance and testing program
complying with applicable requirements of
NFPA70and 72. 9.6.14
1. Based on observation and interview, K0052 K052 It is the policy of the facility 10/15/2012
the facility failed to maintain 1 of 71 to place and maintain smoke
smoke detectors in accordance with detectors in accordance with
) . NFPA72. 1) This deficient
NFPA 72. NFPA 72, 2-3.5.1 requires in practice could affect an area that
spaces served by air handling systems, has 28 resident beds. An outside
smoke detectors shall not be located contractor has provided a bid to
where airflow prevents operation of the the facility to get one smoke
P P . detector moved that is within 3
detectors. NFPA 72, A-2-3.5.1 explains feet from a return air opening.
smoke detectors should not be located in The bid has been approved by
a direct airflow nor closer than 3 feet the facility. The outside
from an air supply diffuser or return air contractor has confirmed that the
. ) . . work can be completed by
opening. This deficient practice could October 15, 2012. The
affect 28 residents, staff or visitors in the maintenance supervisor will
vicinity of the Kennedy Cove smoke wall inspect all the smoke detectors
cross corridor door set on a monthly basis. The smoke
’ detectors are part of the
preventative maintenance
Findings include: program. The Quality Assurance
Committee will monitor by
Based on observation with the reviewing the preventative
. . . maintenance logs quarterly. 2)
Ma-lrlltenance Director during a tour of the A outside contractor has come
facility from 11:20 a.m. to 2:00 p.m. on into the building to performed the
09/04/12, the smoke detector in the sensitivity testing on the 7 smoke
corridor next to the Kennedy Cove detectors that were identified in
K 1 . the attic. Per National Fire Alarm
smoke wall cross corridor door set was Code NFPA 72, 7-3.2 the
located on the ceiling within one foot of sensitivity testing will be
an air supply vent. Based on interview at completed every alternate year.
the time of observation, the Maintenance The maintenance supervisor will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 358721 Facility ID: 012225 If continuation sheet Page 7 of 10
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Director acknowledged the smoke
detector in the corridor next to the
Kennedy Cove smoke wall cross corridor
door set was located on the ceiling within
one foot of an air supply vent.

3.1-19(b)

2. Based on record review, observation
and interview; the facility failed to ensure
7 of 71 smoke detectors were maintained
in accordance with the applicable
requirements of NFPA 72, National Fire
Alarm Code. NFPA 72, 7-3.2 requires
detector sensitivity shall be checked
within 1 year after installation and every
alternate year thereafter. After the second
required calibration test, if sensitivity
tests indicate the detector has remained
within its listed and marked sensitivity
range (or 4 percent obscuration light gray
smoke, if not marked), the length of time
between calibration tests shall be
permitted to be extended to a maximum
of 5 years. If the frequency is extended,
records of detector-caused nuisance
alarms and subsequent trends of these
alarms shall be maintained. In zones or in
areas where nuisance alarms show any
increase over the previous year,
calibration tests shall be performed.

To ensure each smoke detector is within
its listed and marked sensitivity range, it
shall be tested using any of the following

monitor testing of all smoke
detectors. The results of smoke
detector testing will be reviewed
by the Quality Assurance
Committee for continued
compliance.
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methods:

(1) Calibrated test method

(2) Manufacturer's calibrated sensitivity
test instrument

(3) Listed control equipment arranged for
the purpose

(4) Smoke detector/control unit
arrangement whereby the detector causes
a signal at the control unit where its
sensitivity is outside its listed sensitivity
range

(5) Other calibrated sensitivity test
methods approved by the authority having
jurisdiction

Detectors found to have a sensitivity
outside the listed and marked sensitivity
range shall be cleaned and recalibrated or
be replaced. This deficient practice could
affect all residents staff and visitors.

Findings include:

Based on review of SafeCare "Sensitivity
Test & Inspection Report" documentation
dated 04/03/12 with the Maintenance
Director during record review from 9:30
a.m. to 11:20 a.m. on 09/04/12, each of
seven duct detectors located in the attic
throughout the facility were listed as
"NA" for the smoke detector sensitivity
test. In addition, a review of SafeCare
"Sensitivity Test & Inspection Report”
documentation dated 05/13/10 showed it
has been more than two years since the
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seven duct detectors were last sensitivity
tested. Based on observations with the
Maintenance Director during a tour of the
facility from 11:20 a.m. to 2:00 p.m. on
09/04/12, seven duct detectors are located
in the attic throughout the facility. Based
on interview at the time of record review,
the Maintenance Director stated no
documentation of attic duct detector
sensitivity testing in the last two years
was available for review and
acknowledged it has been more than two
years since the aforementioned duct
detectors were sensitivity tested.

3.1-19(b)
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